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aortic aneurysms
Frédéric Cochennec, Isabelle Javerliat, Isabelle Di Centa, Olivier Goëau-
Brissonnière, Marc Coggia
Objective: The feasibility of total laparoscopic abdominal aortic aneurysm
(AAA) repair has been well established. In a previous case-control study,
we showed that the postoperative courses of total laparoscopic and open
AAA repairs were similar. The purpose of this study was to compare the
long-term results of these techniques in the same cohort of patients.
Methods: Thirty patients with AAAs treated by total laparoscopic repair
between July 2003 and December 2004 (group I) were matched in a case-
control fashion by morphology and American Society of Anesthesiologists
class with 30 patients who underwent open AAA repair between April
1997 and May 2004 (group II). Patients who survived the intervention
were followed up during 5 years. Follow-up consisted of physical exami-
nation and duplex ultrasonography at 1 month and yearly thereafter.
Group I patients had an additional control computed tomography scan
within the ﬁrst 3 months postoperatively.
Results: Five-year cumulative survival rates were similar (group I: 83% 
7% vs group II: 79%  7%; log-rank test, P¼ .69). No late aneurysm-related
death occurred during the follow-up period. Incisional hernias were more
likely to occur in group II patients (group I: 0% vs group II: 15.4%; P ¼ .047).
Incidence of postoperative sexual dysfunction was similar in both groups
(group I: 22.2% vs group II: 25.0%; P ¼ not signiﬁcant [NS]). No late rein-
tervention was recorded in group I, whereas 2 patients in group II had
incisional hernia repair. At 5 years, no graft sepsis or anastomotic pseu-
doaneurysm was reported.
Conclusions: This study suggests that total laparoscopic AAA repair
provides good long-term results, comparable to those of open repair in
terms of aneurysm-related mortality and morbidity. It may reduce the
incidence of laparotomy-related complications.
Delayed open conversions after endovascular abdominal aortic
aneurysm repair
Cassius Iyad Ocho Chaar, Raymond Eid, Taeyoung Park, Robert Y. Rhee,
Ghassan Abu-Hamad, Edith Tzeng, Michel S. Makaroun, Jae-Sung Cho
Objective: Secondary interventions after endovascular aneurysm repair
(EVAR) remain a concern. Most are simple catheter-based procedures, but
in some instances, open conversions (OCs) are required and carry a worse
outcome. We reviewed our experience to characterize these OCs.
Methods: A retrospective review was conducted of all patients who
underwent an OC after a previous EVAR for an aneurysm-related indica-
tion from 2001 to 2010. Clinical outcomes are reported.q Full articles available online at www.jvascsurg.org
1078-5884/$ e see front matter
doi:10.1016/S1078-5884(12)00293-6Results: Data were reviewed for 44 patients (77% men) with a mean age of
74 years (range, 55-90 years). The average time from EVAR to the ﬁrst OC
was 45 months (range, 2-190 months). In six patients (14%), the initial
EVAR was at another institution. The endografts used were Ancure in 16,
Excluder in 13, AneuRx in eight, Zenith in three, Lifepath in one, Renu in
one, and undetermined in two. Twenty-two patients had previously
undergone a total of 32 endovascular reinterventions before their index
OC. Indications for OC were aneurysm expansion in 28 (64%), rupture in 12
(27%), and infection in four (9%). The endograft was preserved in situ in 10
patients (23%). Explantation was partial in 18 (41%) or complete in 16
(36%). Endograft preservation was used for type II endoleak in all but one
patient by selective ligation of the culprit arteries (lumbar in four, inferior
mesenteric artery in ﬁve, and middle sacral in one). Proximal neck banding
was performed in one type Ia endoleak. Overall morbidity was 55%, and
mortality was 18%. No deaths occurred in a subgroup of patients who
underwent endograft preservationwith selective ligation of culprit vessels
for type II endoleak. Intraoperative complications included bowel injury in
two, bleeding in two, splenectomy in one, and ureteral injury in one. At
a mean follow-up of 20 months, two patients underwent additional
procedures after the index OC: one after endograft preservation and one
after partial explantation. None of the patients who underwent elective OC
with endograft preservation required subsequent endograft explantation.
Conclusions: Most OCs after EVAR are associated with signiﬁcant
morbidity and mortality, except when electively treating an isolated type II
endoleak with ligation of branches and preservation of the endograft.
Duplex ultrasound imaging to detect limb stenosis or kinking of
endovascular device
Aaron S. Blom, Douglas Troutman, Brian Beeman, Mark Yarchoan, Matthew
J. Dougherty, Keith D. Calligaro
Objectives: We attempted to correlate duplex ultrasound (DU) ﬁndings
with the clinical outcome of graft limb stenosis or kinking after endovas-
cular aneurysm repair (EVAR).
Methods: Between 1998 and 2010, 248 patients underwent EVAR and
postoperative DU surveillance of 496 graft limbs in our accredited
noninvasive vascular laboratory by one of three experienced technologists.
Routine DU surveillance was performed 1 week, 6 months, and annually
after EVAR. Peak systolic velocities (PSVs) were measured in the body and
midportion and distal attachment site of both limbs of the graft, and
adjacent PSV ratios were calculated.
Results: None of 479 graft limbs with a PSV of <300 cm/s occluded during
long-term follow-up (mean, 22.3 months; range, 1-123 months). Of 17
graft limbs with a PSV >300 cm/s, seven occluded (0 of 479 vs 7 of 17, P <
.01; sensitivity, 100%; speciﬁcity, 98%), ﬁve underwent prophylactic inter-
vention (mean adjacent PSV ratio, 7.3), and ﬁve (30%) remained patent
without intervention (mean PSV ratio, 3.2).
Conclusions: This large series of DU surveillance for failing EVARs grafts
suggests that graft limbs with PSVs <300 cm/s can be safely monitored.
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lactic intervention or more frequent surveillance to prevent limb
occlusion.
The need for emergency surgical treatment in carotid-related stroke
in evolution and crescendo transient ischemic attack
Laura Capoccia, Enrico Sbarigia, Francesco Speziale, Danilo Toni, Antonella
Biello, Nunzio Montelione, Paolo Fiorani
Objective: The purpose of this study was to examine the safety of emer-
gency carotid endarterectomy (CEA) in patients with carotid stenosis and
unstable neurological symptoms.
Methods: This prospective, single-center study involved patients with
stroke in evolution (SIE) or ﬂuctuating stroke or crescendo transient
ischemic attack (cTIA) related to a carotid stenosis 50% who underwent
emergency surgery. Preoperative workup included National Institute of
Health Stroke Scale (NIHSS) neurological assessment on admission,
immediately before surgery and at discharge, carotid duplex scan, brain
contrast-enhanced head computed tomography (CT) or magnetic reso-
nance imaging (MRI). End points were perioperative (30-day) neurological
mortality, NIHSS score variation, and hemorrhagic or ischemic stroke
recurrence. Patients were evaluated according to clinical presentation (SIE
or cTIA), timing of surgery, and presence of brain infarction on
neuroimaging.
Results: Between January 2005 and December 2009, 48 patients were
submitted to emergency surgery. CEAs were performed from 1 to 24
hours from onset of symptoms (mean, 10.16  7.75). Twenty-six patients
presented an SIE with a worsening NIHSS score between admission and
surgery, and 22 presented 3 cTIAs with a normal NIHSS score (= 0)
immediately before surgery. An ischemic brain lesion was detected in
four patients with SIE and eight patients with cTIA. All patients with
cTIA presented a persistent NIHSS normal score before and after surgery.
Twenty-ﬁve patients with SIE presented an NIHSS score improvement
after surgery. Mean NIHSS score was 5.30  2.81 before surgery and 0.54
 0.77 at discharge in the SIE group (P < .0001). One patient with SIE
had a hemorrhagic transformation of an undetected brain ischemic
lesion after surgery, with progressive neurological deterioration and
death (2%).
Conclusions: Due to the absence of randomized controlled trials of CEA for
neurologically unstable patients, data currently available do not support
a policy of emergency CEA in those patients. Our results suggest that a fast
protocol, including CT scans and carotid duplex ultrasound scans in
neurologically unstable patients could help identify those that can be
safely submitted to emergency CEA.
Presentation and management of carotid artery aneurysms and
pseudoaneurysms
Karan Garg, Caron B. Rockman, Victoria Lee, Thomas S. Maldonado, Glenn
R. Jacobowitz, Mark A. Adelman, Firas F. Mussa
Objective: The objective of this study was to review a single-institution
contemporary experience with extracranial aneurysms of the carotid
artery.
Methods: A retrospective review was conducted of patients evaluated for
an aneurysm of the extracranial carotid artery from 2005 to 2010.
Demographics, presentation, and operative management were reviewed.
The mean follow-up was 22 months (range, 1-58 months).
Results: Over the study period, 16 aneurysms and pseudoaneurysms
were identiﬁed in 15 patients. Of these, 14 aneurysms (in six men and
eight women with mean age of 63 years) underwent surgical repair.
The mean aneurysm size was 2.45 cm (range, 0.8-5 cm). One aneurysm
(7.1%) was associated with neurologic symptoms, and 13 were
asymptomatic. The underlying etiology was trauma in ﬁve (35.7%),
prior carotid endarterectomy in ﬁve (35.7%), and degenerative athero-
sclerosis in four (28.6%). Aneurysms were isolated to the commoncarotid artery in six (42.9%), internal carotid artery in ﬁve (35.7%), and
carotid bifurcation in three (21.4%). Five patients underwent aneur-
ysmectomy with primary repair; seven underwent repair with an
interposition graft, one required an innominate to common carotid
artery bypass, and one patient had a plication and patch angioplasty.
No mortalities or neurologic events were documented within 30 days.
One patient had transient cranial nerve palsy. One patient required
reintervention at 4 months for stenosis of the bypass graft, and one
patient died at 10 months from an unrelated condition. There were no
neurologic events on follow-up.
Conclusions: Carotid artery aneurysms and pseudoaneurysms are
uncommon and usually asymptomatic. Prior trauma and carotid surgery
were common etiologies. The location of the aneurysms was equally
distributed between the internal and common carotid arteries. Surgical
repair was safe and effective with no signiﬁcant morbidity or mortality and
good midterm stroke prevention.
Outcome of endovascular repair of popliteal artery aneurysm using
the Viabahn endoprosthesis
Karan Garg, Caron B. Rockman, Billy J. Kim, Glenn R. Jacobowitz, Thomas S.
Maldonado, Mark A. Adelman, Frank J. Veith, Neal S. Cayne
Objective: This study reviews a single-center experience of endovascular
popliteal aneurysm (PAA) repair.
Methods: A retrospective review was performed to identify all endovas-
cular PAA repairs performed between September 2004 and January 2011.
Results:We identiﬁed 21 patients (mean age, 74  9 years, 91% men) with
PAAs (mean size, 2.89  1.0 cm) in 26 limbs, of which 38% were symp-
tomatic. All patients underwent endovascular repair with a Viabahn
covered stent graft (W. L. Gore & Assoc, Inc, Flagstaff, Ariz). Postoperatively,
all patients were maintained on antiplatelet therapy with clopidogrel or
aspirin, or both. Mean follow-upwas 2217months (range,1-57months).
One patient with one aneurysm was lost to follow-up. Primary and
secondary patencies were both 91.2% at 1 year and were 85.5% and 91.2%,
respectively, at 2 years. The limb salvage rate was 100%. Four stent graft
failures occurred at a mean of 12.3  11 months. One technical failure due
to stent graft infolding required conversion to an open femoral-popliteal
bypass. Three additional graft failures occurred in patients with poor
(single-vessel) runoff. Compared with patients with two- or three-vessel
runoff, the graft failure rate in patients with single-vessel runoff was
statistically signiﬁcant (P ¼ .02). Two of the graft failures were successfully
treated with open thrombectomy, and one required a tibial artery bypass
for limb salvage.
Conclusion: Endovascular repair of PAAs is feasible and has acceptable
midterm patency rates. Poor distal runoff predicted graft failure.
Concurrent prophylactic placement of inferior vena cava ﬁlter in
gastric bypass and adjustable banding operations in the Bariatric
Outcomes Longitudinal Database
Wei Li, Piotr Gorecki, Elie Semaan, William Briggs, Anthony J. Tortolani,
Marcus D’Ayala
Introduction: Postoperative pulmonary embolism (PE) is a leading cause
of morbidity andmortality after bariatric surgery. However, the concurrent
prophylactic placement of an inferior vena cava ﬁlter (CPIVCF) in patients
undergoing bariatric operations remains controversial. This study used the
Bariatric Outcomes Longitudinal Database (BOLD) to establish associated
characters and determine outcomes of CPIVCF for patients undergoing
Roux-en-Y gastric bypass (GB) and adjustable gastric banding (AB)
surgeries.
Methods: We analyzed BOLD, a database of bariatric surgery patient
information. GB and AB operations were categorized into open and lapa-
roscopic approaches. Univariate logistic regressions were used to compare
between non-CPIVCF and concurrent CPIVCF groups. Signiﬁcant variables
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CPIVCF was retained in each model.
Results: A total of 322 CPIVCFs (0.33%) were identiﬁed from 97,218 GB and
AB operations performed between 2007 and 2010 in this retrospective
registry study. Signiﬁcant differences were identiﬁed inmale gender (21.1%
vs 31.4%; P < .001), preoperative body mass index (BMI; 44.5  6.6 vs 45.3
 7; P< .001), and African-American race (10.5% vs 18%; P< .001) between
non-CPIVCF and CPIVCF groups. The CPIVCF group had more patients with
previous nonbariatric surgery (50% vs 43.6%; P = .02), a history of venous
thromboembolism (VTE; 21.4% vs 3.1%; P< .001), impairment of functional
status (7.8% vs 3.1%; P < .001), lower extremity edema (47.2% vs 27.1%; P <
.001), obesity hypoventilation syndrome (7.1% vs 2.1%; P < .001),
obstructive sleep apnea syndrome (58.1% vs 43.3%; P < .001), and
pulmonary hypertension (13% vs 4.1%; P < .001). Patients in the CPIVCF
group were more likely to receive GB than gastric banding (77% vs 58.1%; P
< .001) and an open surgical approach (21.4% vs 4.8%; P < .001). Operative
durationwas longer in the CPIVCF group (119 67 vs 89 52 minutes; P<
.001). The CPIVCF group also had a longer length of hospital stay (3 2 vs 2
 6 days; P = .048), was associated with higher incidence of deep venous
thrombosis (DVT; 0.93% vs 0.12%; P < .001), and a higher mortality (0.31%
vs 0.03%; P = .003) from PE and indeterminate causes. In multivariate
analysis, male gender, African-American race, previous nonbariatric
surgery, a high BMI, obesity hypoventilation syndrome, history of VTE,
lower extremity edema, and pulmonary hypertension were preoperative
factors associated with CPIVCF.
Conclusion: CPIVCF was associated with speciﬁc clinical features,
increased health care resource utilization, and a higher mortality in
patients undergoing bariatric operations. Although selected patient char-
acteristics inﬂuence surgeons to perform CPIVCF, this study was unable to
establish an outcome beneﬁt for CPIVCF.A randomized placebo-controlled trial of oxybutynin for the initial
treatment of palmar and axillary hyperhidrosis
Nelson Wolosker, José Ribas Milanez de Campos, Paulo Kauffman, Pedro
Puech-Leão
Introduction: Video-assisted thoracic sympathectomy (VATS) provides
excellent resolution of palmar and axillary hyperhidrosis but is associated
with compensatory hyperhidrosis. Low doses of oxybutynin, an anticho-
linergic medication that competitively antagonizes the muscarinic
acetylcholine receptor, can be used to treat palmar hyperhidrosis with
fewer side effects.
Purpose: This study evaluated the effectiveness and patient satisfaction of
oral oxybutynin at low doses (5 mg twice daily) compared with placebo for
treating palmar hyperhidrosis.
Methods: This was prospective, randomized, and controlled study. From
December 2010 to February 2011, 50 consecutive patients with palmar
hyperhidrosis were treated with oxybutynin or placebo. Data were
collected from 50 patients, but 5 (10.0%) were lost to follow-up. During the
ﬁrstweek, patients received 2.5mgof oxybutynin once daily in the evening.
From days 8 to 21, they received 2.5 mg twice daily, and from the day 22 to
the end of week 6, they received 5 mg twice daily. All patients underwent
two evaluations, before and after (6 weeks) the oxybutynin treatment,
using a clinical questionnaire and a clinical protocol for quality of life.
Results: Palmar and axillary hyperhidrosis improved in >70% of the
patients, and 47.8% of those presented great improvement. Plantar
hyperhidrosis improved in >90% of the patients. Most patients (65.2%)
showed improvements in their quality of life. The side effects were minor,
with dry mouth being the most frequent (47.8%).
Conclusions: Treatment of palmar and axillary hyperhidrosis with oxy-
butynin is a good initial alternative for treatment given that it presents
good results and improves quality of life.
